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Co-constructing Simulations with Learners: Roles, Responsibilities, and Impact
Abstract
Co-constructed simulations were designed and piloted with senior occupational therapy master’s
students in a neurorehabilitation practice module. The instructor served as the guide for the students
through all phases of the case creation, simulation development, delivery, and debrief. The instructor
facilitation promoted self-regulated learning (SRL) of knowledge and skill development through
independent discovery and peer learning. This paper provides an evidence-informed co-construction
simulation design with outlined stages, roles, and responsibilities for the instructor and learner. Thematic
qualitative analysis of student feedback highlighted enhanced insight and SRL as a result of multiple role
preparation, observation and interaction with peers, close interaction with the instructor, and the multistage debrief process. Recommended key features and critical interactions for a successful coconstructed design are also identified for the learner, instructor, and simulation. The co-construction
simulation process and design elements are suitable for learners in any health-related field of study.
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Co-constructing simulations with learners

The overall goal of neurological rehabilitation is to maximize functional performance and
enhance return of underlying neurological recovery, where possible. Therapists need to demonstrate
the knowledge of and skills for interventions targeted to restore neurological function or to adapt to
its loss. Given that an optimal outcome may take months or years (Emerich, Parsons, & Stein, 2012;
Stephens, Williamson, & Berryhill, 2015), a therapist must also understand the process of design and
intervention plan progression and incorporate correct skill and practice schedules (or “dose” of
training) into education sessions for every stage of the recovery. Research shows that simulated
learning is an effective method of experiential learning (Kolb, 1984) that promotes skill development
and clinical reasoning (Cook et al., 2013), but there is limited direction from the literature regarding
use or best practices for simulation in rehabilitation training programs (Bethea, Castillo, & Harvison,
2014; Yeung, Dubrowski, & Carnahan, 2013). And, there is even less guidance for designing
simulations targeted at both skill development and therapeutic progression.
To provide an enriched learning experience for senior occupational therapy master’s students
that addresses both skill development and progressive therapeutic process, a co-constructed
simulation series was designed and piloted in an advanced neurorehabilitation practice module. The
co-constructed simulation design was conceptualized drawing on findings that collaborative
approaches for creating a client-therapist simulation provided a richer learning process due to the
diversity of the students’ knowledge and clinical experiences (Hanson & Carpenter, 2011). Features
from other studies or frameworks considered to strengthen learning and simulation design effectively
included experiential learning (Kolb, 1984; Miller, 1990), shared responsibility to strengthen the
self-regulated learning of the students (Brydges et al., 2015), fidelity of the encounter (Mori,
Carnahan, & Herold, 2015), effective suspension of disbelief (Hamstra, Brydges, Hatala, Zendejas,
& Cook, 2014), knowledge of process (Brydges, Carnahan, Safir, & Dubrowski, 2009), and
knowledge of performance (Schmidt & Lee, 2011). Other effective elements included peer feedback
(Perera, Mohamadou, & Kaur, 2010) and debriefing where students identify performance gaps
between the observed performance during simulation and the desired performance (Eppich & Cheng,
2015). In addition, co-facilitation or debriefing where learners are exposed to and can learn from
diverse points of view or expertise was reviewed (Cheng et al., 2015).
The purpose of this paper is to contribute new knowledge to the simulation literature by (a)
providing design guidance for co-constructing health care simulations informed by best practice
standards and (b) reporting the impact on student learning drawn from the qualitative program
evaluation feedback following participation in the pilot co-constructed simulations.
Method
The research literature was searched for best practice standards in simulation learning and
rehabilitation to inform the educational design of the co-constructed simulation components.
Relevant databases were searched, including CINAHL, PubMed, and the university’s library
database. Search terms included experiential learning, learner-centered approach, self-directed
learning, giving and receiving feedback, preparing for simulation, simulated learning, role playing,
debriefing, and peer learning. Applicable literature was selected and analyzed for key features
relevant to inform the educational design together with best practice clinical and therapeutic content.
The conceptual foundation was informed by educational frameworks (Kolb, 1984; Miller,
1990) best practice simulation standards (Chiniara et al., 2013; Jeffries & Rogers, 2012) and self-
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regulated learning theories (Brydges et al., 2015; Brydges, Nair, Ma, Shanks, & Hatala, 2012;
Brydges, Dubrowski, & Regehr, 2010). Features incorporated in the co-construction also included
Cook et al.’s (2013) meta-analysis themes of instructional design features, including method of
feedback and sequence of training; instructor role and modality, including the concept of fidelity;
and group composition. In contrast to other simulation scenarios where students experience the case
and role preparation created by the instructor (Hayes, Power, Davidson, Daly, & Jackson, 2015), the
co-construction design of this experience allowed the instructor to guide and support self-regulated
learning in all phases of the simulation development, delivery, and debrief. Table 1 illustrates the
timeline, roles, and responsibilities for one cycle of the simulation co-construction process. Given
the level of the learners and the potential to not be aware of what they need to know for entry-level
practice (Eva, Cunnington, Reiter, Keane, & Norman, 2004), the role of the instructor was to ensure
content and skill expectations were practice ready. In addition, the instructor was prepared to
engage, motivate, and support the learner during feedback interactions (Johnson et al., 2016).
The goal of the co-construction simulation series was to provide students with an opportunity
to learn from and with each another where the instructor served as a “guide on the side” (Cheng et
al., 2016). The co-constructed approach allowed for directed self-regulated learning (SRL) (Brydges
et al., 2015), where responsibility shifted onto the students to take greater control over their own
motivation and learning experiences to choose their own learning objectives (Cheng et al., 2016;
Chiniara et al., 2013) and enhance the transfer of learning (Mori et al., 2015).
Table 1
Co-Constructed Stages, Roles, and Responsibilities
Weekly Timeline:
Stages:

Instructor

Student

Tuesday

Thursday

Module
Creation

Case
Creation*

Simulation
Preparation*

Identify best
practice
guidelines &
create
structure for
two
simulations
per week

Provide
content
expertise,
case
parameters,
& organize
recording
schedule

Group A:
Patient

Review
resources to
identify key
entry-level
practice
skills

Facilitate SRL
for case
preparation,
key features of
client
portrayal, &
intervention
skill
development
SRL review
key features,
develop role, &
prepare for
realistic
simulated
client portrayal
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Friday

Case Prebrief*

Tuesday
Simulation
& Recording

Individual
& Group
Debrief

On Own
Reflection &
Refinement

Collaborate to
clarify key
features,
interventions, &
equipment.
Refine final coconstructed case
and distribute

Co-observe
simulation
from control
room and cocontribute to
debrief notes

Observe peer
debrief (in
control room)
& cofacilitate large
group debrief
session

Distribute
individual
simulation &
debrief recordings
to guide skill
refinement

Collaborate &
co-construct final
case features
with refinement
by instructor

Portray
realistic
features of
simulated
client &
functional
ability

Provide peer
feedback
from
perspective of
simulated
client

Reflection upon
impact of
preparing &
portraying client

2
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Group A & B interchange roles for 2nd Case

Group A:
Observer

as above

Group B:
Therapist

SRL review &
prepare core
intervention
knowledge,
skills, &
behavior

as above

Co-observe
from control
room & cocontribute to
debrief notes

Debrief
therapist with
coconstructed
feedback

Reflect upon
impact of
observing &
debriefing
simulation

SRL review &
prepare core
intervention
knowledge,
skills, &
behavior

SRL preparation
of case key
features, plan
session, &
complete
identified key
skills

Complete all
simulation
demonstrating
knowledge of
best practice &
competent
practice skills

Receive
multisource
debrief: client
& peer/
instructor
feedback

Reflect upon
interaction &
recording for
refinement in
knowledge, skills,
& behavior

This was the first time the co-constructed simulation module was implemented. The eight
students in this module had previous neurorehabilitative simulation experience but not specifically in
the indicator cases of spinal cord and traumatic brain injury. To counter the concern that the
simulation environment can induce stress and interfere with learning (Fraser et al., 2012; LindonMorris & Laidlaw, 2014), the first simulation in the co-construction series required each student to
prepare a task to teach a colleague in 25 min. In essence, they developed a 25-min therapy session
in the absence of disability and practiced the skills needed for any therapeutic interaction (e.g.,
communication, task analysis, teaching, pacing, feedback). These practice simulations prior to the
two indicator cases (traumatic brain injury and spinal cord injury) allowed for learning multiple
simulation roles (patient, observer/debriefer, and therapist), how to interface with the recording
environment control room, processes for large group debriefing, and practice postinteraction video
reflection.
In this co-constructed simulation, staggered co-debriefing was completed, first with studentto-student as part of the simulation (with guidance from the faculty member) and then faculty-togroup of students. The multiple perspective debriefing included the opportunity to provide verbal
feedback to peers as a client and an observer, as well as to receive verbal feedback in the role of a
student-therapist from peers and hands-on feedback from the course instructor. This enhanced debriefing opportunity to give and receive feedback in different roles and forms provided a variety of
experiential learning mechanisms to facilitate learners with different or preferred learning styles and
offered an array of experiences for self-reflection. The live viewing and audio-visual capture was
done through the SimulationIQTM platform (http://www.simulationiq.com/) with individual session
recording distribution via the university’s secure online learning system. The students were
provided with recordings of their interaction in the role of therapist to foster the concept that
independent learners experience increased motivation from active involvement in the learning
process when allowed to access materials on their own schedule (Wulf, Raupach, & Pfeiffer, 2005).
Throughout all phases of the design process and co-construction interactions, the course
instructor kept descriptive and reflective content field notes. Method triangulation was
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accomplished using instructor field notes together with participant survey data (Carter, BryantLukosius, DiCenso, Blythe, & Neville, 2014). Investigator triangulation occurred through the use of
different researchers involved with review and interpretation of the data sources.
At the completion of the co-constructed simulations, the students were sent a link to the six
open-ended feedback questions using Opinio Survey software (Opinio 6.4.1, Copyright 1998-2011
Object Planet) hosted on the University’s server. The anonymous feedback collection and
evaluation was part of a routine performance improvement process, and did not therefore require
Research Ethics Board approval. The qualitative program evaluation data was exported from Opinio
into Microsoft Excel 2011 for Mac 14.47 (Microsoft, Redmond, WA) and cleaned. Qualitative
methods, including thematic (Thomas, 2006) and content analysis (Elo & Kyngas, 2008), were used
to analyze and integrate the free text open-ended questions. For the first round of analysis, three
different sub-sets of the author group reviewed two different questions’ anonymous responses. The
authors then met as a larger group to look across all questions so that a constant comparative
approach could be used to refine coding and category development, combine categories, and to
detect patterns and relationships among all categories (e.g., in case there were comments that were
related across all free-text questions).
The instructor’s field notes were then integrated with the participant experiences to gain a
broader understanding of the co-constructed experience. The thematic and content analysis together
with the field notes and the final analysis were presented to the participants as a member check of
the findings; not for consensus, but for accuracy of interpretation.
Results
The qualitative content analysis identified desired characteristics for the learner, instructor,
and simulation. The content analysis also identifed critical interaction features between the
components that were ulitmately necessary for successful deep learning from the muliple roles in the
co-constructed simulation design. Figure 1 illustrates the desired key characteristics of the main
components as well as the necessary process interactions. Some of the key terms used for the
simulation component directly relate to best practices. For example, Mori, Carnahan, and Herold
(2015) note the “fidelity” of the encounter (e.g., how close it is linked to practice) as a critical
feature for simulation. The features identified in the co-constructed therapeutic intervention-based
simulations were more specifically identified as practice fidelity (e.g., situational skills required for
practice) and ecological validity (e.g., the simulation was closely aligned to an actual therapeutic
session).
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Figure 1. Co-constructed simulation components, characteristics, and interactions.
In addition, the thematic analysis found a deepened insight for learning and the therapeutic
process through multiple role preparation, observation and interaction with peers, close interaction
with the instructor, and the enhanced debriefing process.
Increased Insight for Therapeutic Interaction Through Multiple Role Preparation
The students found the preparation process to portray the client challenging yet valuable.
The concern about realistically portraying the client was reflected in the increased reported
preparation time to research and practice necessary skills to meet this objective. The methods of
preparation included watching online videos, discussions with classmates, and/or reflecting on
personal experiences. In addition, the majority of the students experienced enhanced recognition
and new perspective for the effort and skills (or substitute movements) an individual with particular
deficits may require for completing functional tasks. While limited in scope, the students reported a
new awareness for the client-therapist interaction that they could draw on for future client
interactions. The students felt that the process of portraying a client fostered their learning about the
case-specific neurological conditions in more detail and fostered reflection on how they would work
with future clients.
The students approached their preparation to play the therapist with feelings ranging from
confidence, due to previous fieldwork placements, to nervousness, as this encounter mirrored past
graded simulated client exams. Self-directed preparation, as well as group work, was used to
prepare for this part of the simulation process with specific comments highlighting the benefit of this
collaborative peer learning. The students noted that a key difference between this simulation and
their experiences in clinical placement was in their preparation, as some students reported the
preparation as more challenging because a clinical preceptor was not readily available in the
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simulation. However, the students reported that the multiple-role simulations created an opportunity
for them to try new approaches and to practice thinking on their feet in a scenario that mirrored
realistic clinical practice.
Enhanced Insight and Clinical Reasoning Through Observation and Peer Interaction
Seven out of eight students felt that observing their peers gave them insight into other
possible approaches to consider using, while three students expressed that their observation skills
were enhanced. The majority of the participants felt it was beneficial to have an experienced
instructor in the observation room, as they could ask questions and have the instructor provide
feedback in real time. Having a video camera take the place of an evaluator in the room was a
unique element of the environment, with one student commenting that this arrangement reduced
nervousness.
There were mixed feelings among the students about providing feedback to their classmates.
One student found providing feedback to peers difficult, whereas another student felt that peers were
welcoming of constructive feedback. Overall, the participants felt that observing the simulations
allowed them to further develop their observation skills, learn how to present feedback to peers, and
improve on clinical skills through knowledge gained from an experienced therapist. The results
were overwhelmingly positive regarding the benefits of both observing peers and receiving
feedback.
Enhanced Skill Development Through Collaboration and Interaction with Instructor
The process of collaborative case design with feedback from the course instructor was found
to expand the students’ abilities to design cases and identify relevant skills to incorporate. To build
cases, the students commented on using best practice guidelines and knowledge of client function to
determine what abilities and skills would be expected from both the client and the therapist. The
students were required to learn about client conditions, therapist roles, and the process of organizing
the simulation so the therapist in the simulation had to seamlessly link the station skills with the
client’s functional ability. The students experienced challenges when designing cases and
commented on the challenge of determining reasonable case difficulty for senior students with
varying clinical experience. In addition, some expressed an uncertainty for what a reasonable
amount of content could be for their peers to accomplish in the allotted 25-min time frame, which
was a purposeful component of the co-construction design targeted to address the therapeutic
process content. Overall, the students felt that the interaction and co-construction aspect allowed
them to gain a deeper understanding of the factors needed to analyze their cases, specifically in
terms of client abilities and therapist skills.
Value For Layered Debriefing Process with Reflection
The majority of the students found the large group debrief with the instructor immediately
following the encounters to be a beneficial component and an interactive learning opportunity to
reflect on both positive and negative aspects with a knowledgeable instructor. In addition, the group
debriefing, where the instructor facilitated hands-on corrections, allowed for learners to ask
questions from the perspective of their respective learning roles in the case. The structure of the
group debriefing session allowed for questions and answers, thus providing all learners with an
opportunity to engage with the material or concepts at a level that they might not have reached as an
individual or in the learner role.
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All of the students expressed that reviewing the video recordings of their role as therapist
was a positive experience that fostered an opportunity for self-reflection and refinement of their
skills for subsequent simulations. While a few students described this experience as being
uncomfortable, all of the students indicated that they learned something about themselves, including
areas of potential strengths and weaknesses. For example, students often commented on their own
body language, tone of voice, and word choice. Of note, the feedback revealed that this opportunity
led to an increase in confidence, solidifying their abilities as therapists and furthering their
professional development.
The subtheme that permeated throughout the major themes was a self-reported increase in
confidence and comfort with the ability to pursue independent learning methods in order to be
practice ready. Similar to the findings of Brydges et al. (2012), the students in this program
evaluation study reported improved confidence in their self-regulated learning strategies as they
progressed through co-constructed simulation design, with an added ability to be flexible or
adaptable to the clinical situation.
Discussion
The co-constructed simulation design facilitated students to collaborate with their peers and
instructor to create simulation objectives targeted at refining and enhancing their level of practiceready skills. This learner-centered method required the students to take greater control over their
learning and actively seek resources and feedback from and with one another to achieve their own
learning goals (Cheng et al., 2016). Directed self-regulated learning was valued and determined to
be a key feature for co-constructed simulation design. The challenge for the instructor in the coconstructed design (as highlighted in the instructor’s field notes), is to be responsive to learner’s
needs and potentially provide additional facilitation for leaners who may not have awareness of their
abilities or strong self-regulated learning skills. Students in this pilot project assumed responsibility
for their own acquisition of knowledge, which resulted in self-directed learning when preparing for
both client and therapist roles. Their contribution to the co-created simulation included key input to
the simulation modality, the type of instructional method, and the presentation of the simulation
(Chiniara et al., 2013).
Effective feedback and peer feedback were integral elements of the simulations. The coconstructed design allowed the students to gain insight into the difference between their perception
of performance, compared with that of their peers and instructor (Rudland et al., 2013). The
debriefing component of this co-constructed module included four essential elements: active
participation, developmental intent focused on learning and improvement, discussion of specific
events, and input from multiple sources (Eppich & Cheng, 2015). Many studies do not support the
ability for individuals to self-assess; however, Chiniara et al. (2013) noted that self-assessment could
have value as a motivational or development tool. The students received feedback from the
instructor as well as from their peers, which enhanced the value of self-reflection.
The students perceived self-reflection as a valuable learning experience and an essential
component of this simulation-based learning. In a recent review (Levett-Jones & Lapkin, 2013),
video-facilitated instructor debriefing was found not to be effective. However, our pilot work
findings suggest not only that video-facilitated instructor debriefing is effective, but that when paired
with peer and self-feedback it can be valuable to improve the students’ skills and knowledge. In our
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design, the students used the feedback and video reviewing to refine practice skills for subsequent
simulations. The positive view from the students regarding video recordings for reflections and
refinement is in keeping with Hulsman, Harmsen, and Fabriek (2009), who reported video
recordings are an effective unbiased tool for reflection of self-performance.
While there is limited literature in peer-assisted simulation learning in rehabilitation, our
qualitative findings are in line with Mandrusiak et al. (2014), who reported senior students engaged
as simulated clients improved both their confidence in providing feedback and their insight into their
own learning. To account for varying student skill levels, an encounter requires that the case design
be at an appropriate level of challenge. In our experience, to receive the most benefit from the coconstructed design, the instructor needs to be aware of and adjust for different levels of learners, and
advanced learners need to be open to challenging themselves beyond their current skill and comfort
zone. In addition, group-based simulation proved to be valuable as it incorporated multiple
perspectives, which further enhanced learning.
This pilot program evaluation demonstrates a positive and effective impact on student
knowledge and skill learning with the co-constructed simulation experiences. Value was found in
the directed self-regulated and peer learning process, in the interaction with the instructor, and in the
debriefing components that provided opportunity to reflect on their own recordings. The study’s
findings are limited in scope, as they are derived from the qualitative data of a small homogeneous
sample size of students with an interest in neurorehabilitation. While the findings are informative to
simulation designers, our results may not directly generalize to health care professionals with
different levels of experience or specialties. Larger trials using both validated quantitative tools,
together with qualitative analysis, are needed to determine the overall value of co-constructed
simulations. Future simulations following the outlined guidelines above should consider both the
strengths and limitations of this pilot to best facilitate student learning. Further study is
recommended to explore the effectiveness of co-construction design in other simulations and levels
of learners.

References
Bethea, D. P., Castillo, D. C., & Harvison, N. (2014). Use
of simulation in occupational therapy education:
Way of the future? American Journal of
Occupational Therapy, 68(Suppl. 2), S32-S39.
http://dx.doi.org/10.5014/ajot.2014.012716
Brydges, R., Carnahan, H., Safir, O., & Dubrowski, A.
(2009). How effective is self-guided learning of
clinical technical skills? It’s all about process.
Medical Education, 43(6), 507-515.
http://dx.doi.org/10.1111/j.13652923.2009.03329.x
Brydges, R., Dubrowski, A., & Regehr, G. A. (2010). A
new concept of unsupervised learning: Directed
self-guided learning in the health professions.
Academic Medicine, 85(Suppl. 10), S49-S55.
http://dx.doi.org/10.1097/ACM.0b013e3181ed4c9
6
Brydges, R., Nair, P., Ma, I., Shanks, D., & Hatala, R.
(2012). Directed self-regulated learning versus

https://scholarworks.wmich.edu/ojot/vol6/iss1/13
DOI: 10.15453/2168-6408.1335

instructor-regulated learning in simulation
training. Medical Education, 46(7), 648-656.
http://dx.doi.org/10.1111/j.13652923.2012.04268.x
Brydges, R., Manzone, J., Shanks, D., Hatala, R.,
Hamstra, S. J., Zendejas, B., & Cook, D. A.
(2015). Self-regulated learning in simulationbased training: A systematic review and metaanalysis. Medical Education, 49(4), 368-378.
http://dx.doi.org/10.1111/medu.12649
Carter, N., Bryant-Lukosius, D., DiCenso, A., Blythe, J.,
& Neville, A. J. (2014). The use of triangulation
in qualitative research. Oncology Nursing
Forum, 41(5), 545-547.
http://dx.doi.org/10.1188/14.ONF.545-547
Cheng, A., Palaganas, J., Eppich, W., Rudolph, J.,
Robinson, T., & Grant, V. (2015). Co-debriefing
for simulation-based education: A primer for
facilitators. Simulation in Healthcare, 10(2), 69-

8

Co-constructing simulations with learners
75.
http://dx.doi.org/10.1097/SIH.000000000000007
7
Cheng, A. J., Morse, K. J., Rudolph, J., Arab, A.,
Runnacles, J., & Eppich, W. (2016). Learnercentered debriefing for health care simulation
education: Lessons for faculty development.
Simulation in Healthcare, 11(1), 32-40.
http://dx.doi.org/10.1097/SIH.000000000000013
6
Chiniara, G., Cole, G., Brisbin, K., Huffman, D., Cragg,
B., Lamacchia, M., & Norman, D. (2013).
Simulation in healthcare: A taxonomy and a
conceptual framework for instructional design
and media selection. Medical Teacher, 35(8),
e1380-1395.
http://dx.doi.org/10.3109/0142159X.2012.73345
1
Cook, D. A., Hamstra, S. J., Brydges, R., Zendejas, B.,
Szostek, J. H., Wang, A. T., . . . Hatala, R.
(2013). Comparative effectiveness of
instructional design features in simulation-based
education: Systematic review and meta-analysis.
Medical Teacher, 35(1), e867-898.
http://dx.doi.org/10.3109/0142159X.2012.71488
6
Elo, S., & Kyngas, H. (2008). The qualitative content
analysis process. Journal of Advanced Nursing,
62(1), 107-115. http://dx.doi.org/10.1111/j.13652648.2007.04569.x
Emerich L., Parsons, K. C., & Stein, A. (Eds.). (2012).
Competent care for persons with spinal cord
injury and dysfunction in acute inpatient
rehabilitation. Topics in Spinal Cord Injury
Rehabilitation, 18(2), 149-166.
http://dx.doi.org/10.1310/sci1802-149
Eppich, W., & Cheng, A. (2015). Promoting excellence
and reflective learning in simulation (PEARLS):
Development and rationale for a blended
approach to health care simulation debriefing.
Simulation in Healthcare, 10(2), 106-115.
http://dx.doi.org/10.1097/SIH.000000000000007
2
Eva, K. W., Cunnington, J. P., Reiter, H. I., Keane, D. R.,
& Norman, G. R. (2004). How can I know what I
don’t know? Poor self-assessment in a welldefined domain. Advances in Health Sciences
Education Theory & Practice, 9(3), 211-224.
http://dx.doi.org/10.1023/B:AHSE.0000038209.
65714.d4
Fraser, K., Ma, I., Teteris, E., Baxter, H., Wright, B., &
McLaughlin, K. (2012). Emotion, cognitive load
and learning outcomes during simulation
training. Medical Education, 46(11), 1055-1062.
http://dx.doi.org/10.1111/j.13652923.2012.04355.x
Hamstra, S. J., Brydges, R., Hatala, R., Zendejas, B., &
Cook, D. A. (2014). Reconsidering fidelity in

Published by ScholarWorks at WMU, 2018

simulation-based training. Academic Medicine,
89(3), 387-392.
http://dx.doi.org/10.1097/ACM.0000000000000
130
Hanson, M., & Carpenter, D. (2011). Integrating
cooperative learning into classroom testing:
Implications for nursing education and practice.
Nursing Education Perspectives, 32(4), 270-273.
http://dx.doi.org/10.5480/1536-5026-32.4.270
Hayes, C., Power, T., Davidson, P. M., Daly, J., &
Jackson, D. (2015). Nurse interrupted:
Development of a realistic medication
administration simulation for undergraduate
nurses. Nurse Education Today, 35(9), 981-986.
http://dx.doi.org/10.1016/j.nedt.2015.07.002
Hulsman, R. L., Harmsen, A. B., & Fabriek, M. (2009).
Reflective teaching of medical communication
skills with DiViDU: Assessing the level of
student reflection on recorded consultations with
simulated patients. Patient Education and
Counseling, 74(2), 142-149.
http://dx.doi.org/10.1016/j.pec.2008.10.009
Jeffries, P. R., & Rogers, K. J. (Eds.). (2012). Simulation
in nursing education: From conceptualization to
evaluation (2nd ed.) (pp. 25-41). New York, NY:
National League for Nursing.
Johnson, C. E., Keating, J. L., Boud, D. J., Dalton, M.,
Kiegaldie, D., Hay, M., … Molloy, E. K.
(2016). Identifying educator behaviours for high
quality verbal feedback in health professions
education: Literature review and expert
refinement. BMC Medical Education, 16, 96.
http://dx.doi.org/10.1186/s12909-016-0613-5
Kolb, D. A. (1984). Experiential learning: Experience as
the source of learning and development.
Englewood Cliffs, NJ: Prentice Hall.
Levett-Jones, T., & Lapkin, S. (2013). A systematic
review of the effectiveness of simulation
debriefing in health professional education.
Nurse Education Today, 34(6), e58-e63.
http://dx.doi.org/10.1016/j.nedt.2013.09.020
Lindon-Morris, E., & Laidlaw, A. (2014). Anxiety and
self-awareness in video feedback. The Clinical
Teacher, 11(3), 174-178.
http://dx.doi.org/10.1111/tct.12103
Mandrusiak, A. M., Isles, R., Chang, A. T., Low Choy,
N., Toppenberg, R., McCook, D., . . . Brauer, S.
G. (2014). Senior physiotherapy students as
standardised patients for junior students
enhances self-efficacy and satisfaction in both
junior and senior students. BMC Medical
Education, 14, 105.
http://dx.doi.org/10.1186/1472-6920-14-105
Miller, G. E. (1990). The assessment of clinical
skills/competence/performance. Academic
Medicine, 65(9), S63-S67. Retrieved from
http://winbev.pbworks.com/f/Assessment.pdf

9

THE OPEN JOURNAL OF OCCUPATIONAL THERAPY – OJOT.ORG
Mori, B., Carnahan, H., & Herold, J. (2015). Use of
simulation learning experiences in physical
therapy entry-to-practice curricula: A systematic
review. Physiotherapy Canada, 67(2), 194-202.
http://dx.doi.org/10.3138/ptc.2014-40E
Perera, J., Mohamadou, G., & Kaur, S. (2010). The use of
objective structured self-assessment and peerfeedback (OSSP) for learning communication
skills: Evaluation using a controlled trial.
Advances in Health Sciences Education Theory
and Practice, 15(2), 185-193.
http://dx.doi.org/10.1007/s10459-009-9191-1
Rudland, J., Wilkinson, T., Wearn, A., Nicol, P., Tunny,
T., Owen, C., & O’Keefe, M. (2013). A student‐
centred feedback model for educators. The
Clinical Teacher, 102(2), 99-102.
http://dx.doi.org/10.1111/j.1743498X.2012.00634.x
Schmidt, R., & Lee, T. (Eds.). (2011). Motor control and
learning: A behavioural emphasis (5th Ed.).
Champaign, IL: Human Kinetics.
Stephens, J. A., Williamson, K. N. C., & Berryhill, M. E.
(2015). Cognitive rehabilitation after traumatic

https://scholarworks.wmich.edu/ojot/vol6/iss1/13
DOI: 10.15453/2168-6408.1335

brain injury: A reference for occupational
therapists. OTJR: Occupation, Participation and
Health, 35(1), 5-22.
http://dx.doi.org/10.1177/1539449214561765
Thomas, D. R. (2006). A general inductive approach for
analyzing qualitative evaluation data. American
Journal of Evaluation, 27(2), 237-246.
http://dx.doi.org/10.1177/1098214005283748
Wulf, G., Raupach, M., & Pfeiffer, F. (2005). Selfcontrolled observational practice enhances
learning. Research Quarterly for Exercise in
Sport, 76(1), 107-11.
http://dx.doi.org/10.1080/02701367.2005.10599
266
Yeung, E., Dubrowski, A., & Carnahan, H. (2013).
Simulation-augmented education in the
rehabilitation professions: A scoping review.
International Journal of Therapy and
Rehabilitation, 20(5), 228236. http://dx.doi.org/10.12968/ijtr.2013.20.5.22
8

10

